Supporting dietitians to work in Aboriginal health: Qualitative evaluation of a Community of Practice mentoring circle by Wilson, Annabelle et al.
Archived at the Flinders Academic Commons: 
http://dspace.flinders.edu.au/dspace/ 
‘This is the peer reviewed version of the following article: 
Wilson, A. M., Delbridge, R., & Palermo, C. (2016). 
Supporting dietitians to work in Aboriginal health: 
Qualitative evaluation of a Community of Practice 
mentoring circle. Nutrition & Dietetics, 74(5), 488–494. 
https://doi.org/10.1111/1747-0080.12309 
which has been published in final form at 
https://doi.org/10.1111/1747-0080.12309
This article may be used for non-commercial purposes in 
accordance with Wiley Terms and Conditions for self-
archiving.   
© 2016 Dietitians Association of Australia
Supporting dietitians to work in Aboriginal health: qualitative evaluation of a 1 
Community of Practice mentoring circle 2 
 3 
Annabelle M Wilsona, Robyn Delbridgeb, Claire Palermoc 4 
 5 
aSchool of Health Sciences, Flinders University, Adelaide, SA, Australia 6 
b Victorian Aboriginal Community Controlled Health Organisation, Melbourne, Victoria, 7 
Australia 8 
c Department of Nutrition and Dietetics, Monash University, Melbourne, Victoria, Australia 9 
 10 
Dr Annabelle M Wilson: Research Fellow, PhD, APD 11 
Robyn Delbridge: Public Health Nutritionist, Bachelor of Nutrition and Dietetics, APD 12 
Dr Claire Palermo: Office for Learning and Teaching Fellow/ Senior Lecturer, PhD, APD 13 
 14 
Corresponding author: 15 
Dr Annabelle Wilson 16 
School of Health Sciences, Flinders University of South Australia, GPO Box 2100, Adelaide, SA, 17 
5001 18 
Email: annabelle.wilson@flinders.edu.au    19 
Phone: +61 8 7221 8462          Fax: +61 8 7221 8424 20 
 1 
 2 
Author contributions  3 
All authors contributed to and reviewed the final manuscript. AW and CP collected the data. RD and 4 
AW did the data analysis. All authors were involved in the design of the project. RD facilitated the 5 
Community of Practice sessions and AW assisted.  6 
 7 
Acknowledgements 8 
This project was funded by the Dietitians Association of Australia (DAA) Small Grants Program. We 9 
would like to acknowledge all of the dietitians who took part in the Community of Practice.  10 
 11 
Funding 12 
This project was funded by the Dietitians Association of Australia (DAA) Small Grants Program in 13 
2014.  14 
 15 
Conflicts of Interest 16 
The authors declare we have no conflicts of interest. 17 
 18 
Short running title 19 
Evaluation of a Community of Practice mentoring circle 20 
 21 
Word count (excluding title page, abstract, references, figures and tables) 1 
3 693 words  2 
 3 
Supporting dietitians to work in Aboriginal health: qualitative evaluation of a 4 
Community of Practice mentoring circle 5 
 6 
Abstract  7 
Aim 8 
This paper explores the experience of dietitians participating in a Community of Practice 9 
designed to support their work with Aboriginal communities. 10 
  11 
Methods 12 
The Community of Practice for dietitians working with Aboriginal communities ran for 12 13 
months, starting in May 2014. Mentoring sessions were held six-weekly using Skype with 14 
conversation aided by a facilitator. In-depth, semi-structured interviews were held with all 15 
participants at the conclusion of the Community of Practice. Data were analysed using 16 
thematic analysis.  17 
 18 
Results 19 
Thirteen dietitians participated in the Community of Practice and an in-depth, semi-structured 20 
interview. Four key themes were identified: (1) Aboriginal health practice requires a different 21 
way of ‘knowing’, ‘being’ and ‘working’; (2) Community of Practice is a safe place to 22 
discuss, debrief and explore ideas that are not safe elsewhere; (3) participation in Community 23 
of Practice contributed to  workforce retention in Aboriginal health sector and (4) 24 
participation in Community of Practice contributed to dietitians changing their practice and 25 
feeling confident to do so. 26 
 27 
Conclusion 28 
By increasing confidence and opportunities for safe discussion, Community of Practice 29 
appears to be a useful model of Continuing Professional Development to support dietitians 30 
working in Aboriginal health. 31 
 32 
 1 
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The nutritional health of Aboriginal and Torres Strait Islander peoples should be a priority for 7 
the work of health professionals (including dietitians), yet health professionals are often ill-8 
prepared to work cross-culturally with these communities. Aboriginal and Torres Strait 9 
Islander (hereafter referred to as Aboriginal: The term ‘Aboriginal’ is used in this context to 10 
be inclusive of Aboriginal and Torres Strait Islander peoples. This use of terminology is 11 
considered preferable to the term ‘Indigenous’ and is consistent with position statement of the 12 
National Aboriginal Community Controlled Health Organisation. We use the term 13 
‘Indigenous’ and ‘Aboriginal and Torres Strait Islander in this paper when these words are 14 
part of a title or name or when citing work that refers specifically to these terms) Australians 15 
have a strong, rich and diverse history.1 However since colonisation, Aboriginal people have 16 
experienced displacement and discriminatory policies and practices which have influenced 17 
their health.2 Aboriginal people now experience a burden of disease that is two and a half 18 
times greater than the general population.3 A percentage of this burden of disease has been 19 
shown to be attributable to non-communicable diseases, some of which are influenced by diet 20 
and lifestyle factors (for example diabetes and obesity).3 Furthermore, a higher proportion of 21 
Aboriginal and Torres Strait Islander people reside in rural and remote locations compared to 22 
the wider Australian population,4, 5 where availability of healthy food is often less and more 23 
expensive,6, 7 creating challenges with accessing and maintaining a healthy diet. As dietitians 24 
have a body of knowledge and clinical expertise in addressing conditions influenced by diet 25 
and lifestyle factors,8, 9 dietitians are well-placed to contribute to reducing this burden of 26 
disease. However, it is vital that any attempt to do so be delivered in a culturally safe way 27 
that meets the needs of Aboriginal communities.  28 
 29 
In Australia, the training that dietitians receive at university to work in Aboriginal  health is 30 
varied.10, 11 A review of accredited nutrition and dietetics courses in 2014 found that 19 of 20 31 
courses contained some content related to Aboriginal health with the majority holding one-off 32 
lectures and tutorials between one and three hours duration, repeated up to three times 33 
throughout the degree.11 One university was also engaging strongly with the university’s 34 
Indigenous health unit, indicating varied strategies to incorporate Aboriginal health into 1 
nutrition and dietetics courses.11 Many dietitians are employed in Government settings which 2 
have committed to the Closing the Gap agenda12 indicating Aboriginal health is a priority, or 3 
in Aboriginal Community Controlled Health Services which focus solely on the health and 4 
well-being of Aboriginal people. Therefore, when dietitians work in these settings, they come 5 
with varied backgrounds and experiences in Aboriginal health and may then experience a 6 
steep learning curve. Some dietitians have been shown to lack confidence to work with 7 
Aboriginal  communities.13 Anecdotal evidence also suggests that dietitians experience high 8 
job turnover and burn-out. It is therefore important that a workforce development strategy is 9 
identified that can support dietitians to work in Aboriginal health, enable them to develop 10 
their skills and retain working in the area. Mentoring models have shown some potential in 11 
the area of Aboriginal nutrition, including peer mentoring partnerships between Aboriginal 12 
Health Workers and dietitians sharing cultural, community and nutrition expertise.14 13 
However, currently there is a lack of evidence about how to best support dietitians working in 14 
the Aboriginal  health sector.15  15 
 16 
A Community of Practice (CoP) is a group peer-mentoring model which has been shown to 17 
support dietitians experiencing professional isolation and working across multiple roles,16 as 18 
well as those working with remote Indigenous community stores.17  A CoP is a group of 19 
people who come together to share resources and create new knowledge to advance a topic of 20 
professional practice.18 Communities of Practice acknowledge that learning occurs in social 21 
relationships through practice experience.18 Currently, there is a lack of evidence about the 22 
effectiveness of Communities of Practice for supporting dietitians to work specifically in 23 
Aboriginal health. The rationale for a Community of Practice to support dietitians working in 24 
Aboriginal health, as well as preliminary data from a pilot CoP, has previously been 25 
published.15 The aim of this study was to explore the experience of dietitians participating in 26 




The focus of this study was on a qualitative evaluation of a Community of Practice 31 
intervention on the attitudes and practice of participants was undertaken. The perceived 32 
quantitative impact on competency and confidence is reported elsewhere (authors, under 33 
review). The Community of Practice aimed to build the workforce capacity of Accredited 34 
Practicing Dietitians (APDs) who had a specific role in working to improve the nutrition and 1 
health of Aboriginal and Torres Strait Islander communities. Experiences, attitudes, practices 2 
and learnings of the participants were sought, and thus qualitative description19, 20 was used as 3 
the methodology to provide an account of participants’ experiences of the intervention. Ethics 4 
approval was obtained from the Flinders University Social and Behavioural Ethics 5 
Committee, the Aboriginal Health Research Ethics Committee and the Monash University 6 
Human Research Ethics Committee.  7 
 8 
The intervention was designed and implemented by the authors who were also participants in 9 
the evaluation (author initials) or facilitated the evaluation (author initials). The authors were 10 
insiders in that they were all dietitians who were working (author initials) or had worked in 11 
Aboriginal health and facilitated Communities of Practice with other dietitians (author 12 
initials). The researchers believed that the Community of Practice had potential to support 13 
this workforce but were interested to understand how and why the model may be useful in 14 
this specific setting. This model was chosen over other models due to its effective use in 15 
similar settings, its focus on peer to peer mentoring relationships rather than mentor – mentee 16 
relationships, and method of facilitated reflection, which was believed to be a good fit with 17 
the values of working in Aboriginal health.13, 21  18 
 19 
Sampling was purposive and self-selecting utilising an email advertisement through the 20 
Indigenous Nutrition Interest Group list serve of the Dietitians Association of Australia. 21 
Expressions of Interest were sought Australia-wide with the objective of recruiting APDs 22 
employed as dietitians or nutritionists working with Aboriginal and Torres Strait Islander 23 
communities as a major component of their current role. There was no requirement regarding 24 
number of years as an APD or number of years working in Aboriginal communities. 25 
However Provisional APDs were excluded because their credentialing requirements include 26 
mandatory one to one mentoring for 12 months as this was felt to potentially reduce the 27 
impact of the Community of Practice.  Dietitians were asked to frame their Expression of 28 
Interest around three questions including (a) why do you want to be involved, (b) how would 29 
it benefit your work and (c) what could you contribute as a peer mentor? Successful dietitians 30 
were invited to apply for a travel bursary to assist in the financial costs of attending the face 31 
to face workshop, for those dietitians whose employers were not offering financial assistance 32 
and priority given to dietitians living in rural and remote areas. 33 
 34 
At commencement, the participants were required to gather for a four- hour face to face 1 
workshop, which was held for convenience as a pre-conference workshop for the Dietitians 2 
Association of Australia National Conference in Brisbane in May 2014. The purpose of the 3 
face-to-face session was to allow participants the opportunity to get to know each other  to 4 
support the establishment of trust22, which had been previously determined to be an important 5 
part of effective group functioning.16 Each participant developed individual learning 6 
objectives, which was informed by self-assessment against their current competence in Cross 7 
Cultural Competencies used previously in similar settings.14 The learning plan was to be used 8 
to guide their professional development during the Community of Practice. In addition 9 
participants were asked to describe their motivations for being involved in the Community of 10 
Practice. The Community of Practice sessions were conducted over a 12 month period, were 11 
led by one of two peer-facilitators alternating and were conducted every six weeks for two 12 
hours, using the group call function of Skype. At the conclusion of the 12 month study period 13 
(June 2015), the CoP continued informally for a further six months at the request of the 14 
participants. 15 
 16 
The qualitative evaluation involved a post intervention semi-structured in-depth interview.  17 
The interview aimed to explore the participants’ experience of the Community of Practice, 18 
and evaluate its process (quality, functionality) and impact (support of practice, practice 19 
change, workforce retention) on their practice (Table 1). The evaluation built on a previous 20 
evaluations of a Community of Practice17 for remote store nutritionists acknowledging the 21 
value of qualitative exploration to understand the how and why of effectiveness as well as 22 
identifying any major change to practice implicated by the Community of Practice. 23 
 24 
All interviews were conducted by telephone, and all participants gave permission to have 25 
their interviews audio recorded. The interviews were conducted by the last author (author 26 
initials) who was known to participants and who had experience in working in Aboriginal 27 
health. The interviewer also had experience in facilitating and evaluating Communities of 28 
Practice, and therefore had the ability to delve deeply into evaluative issues with participants 29 
during interviews. Interview recordings were transcribed verbatim. A complete sample of all 30 
participants in the Community of Practice, including the two author facilitators to enable a 31 
deep understanding of the different experiences, was collected. 32 
 33 
Qualitative data was analysed using a thematic analysis approach.23 Open coding was 1 
undertaken independently by two authors and was cross checked by co-authors, without use 2 
or reference to pre-established codes. Codes were grouped into categories and then key 3 
categories were summarised.   4 
Results 1 
Intervention Participation 2 
A total of 11 dietitians (one male, 10 female) demonstrated interest in being part of the 3 
Community of Practice in 2014 and all submitted a formal Expression of Interest. All 4 
dietitians met the inclusion criteria and no applicants were excluded. Participants reported 5 
their motivations for participating were for a support network of people who understood the 6 
unique challenges of working in Aboriginal health settings, sharing of ideas and strategies, 7 
participating in facilitated reflection and desire to improve practice. They described their 8 
current roles as isolating with limited access to resources to support their practice. 9 
 10 
The authors (author initials) participated in the Community of Practice group, making a total 11 
of thirteen participating dietitians. All dietitians identified as non-Aboriginal and worked 12 
across urban (n=5), regional (n=3) and remote (n=5) settings with a focus on individual 13 
patient care (=6), Aboriginal Community level public health (n=4), state level Aboriginal 14 
Public health (n=1), mainstream policy (n=1) and research (n=1). All participants had a 15 
passion and commitment for working in Aboriginal health settings and had worked in the 16 
sector ranging from one-twenty five years. Participants had worked in their current role 17 
ranging from 15 months to eight years (median 2.75 years). All dietitians attended the initial 18 
4 hour workshop which marked the beginning of the 12 month period.  Three applications 19 
were received for financial assistance to attend this event, with all three applications given a 20 
bursary of $800. Nine sessions were conducted and participants attended 4 sessions (median, 21 
range 1 to 8) over the 12 month period. All dietitians participated in an in-depth, semi-22 
structured interview as part of the evaluation. The content elements of the interviews lasted 23 
between 21 and 46 minutes. 24 
 25 
Analysis of the data revealed the four key themes described below. Figure 1 shows the 26 
relationship of these key themes to one another.  27 
 28 
1. Aboriginal health practice requires a different way of ‘knowing’ ‘being’ ‘working’ 29 
Interviews highlighted the unique nature of working in Aboriginal health as a dietitian. They 30 
described two distinct ways in which this difference creates an uncomfortableness, tension 31 
and uncertainty for the dietitians. First, a deep cultural respect for Aboriginal people and the 32 
desire to connect authentically alongside the fear of inadvertently perpetuating racism, 33 
associated with working cross culturally. That is, non-Aboriginal dietitians working cross 34 
culturally with Aboriginal people understand the existence of cultural differences and 1 
acknowledge that it is often difficult and uncomfortable to navigate this.  2 
“I think I've come to the understanding that in this space there's always going to be some 3 
sense of discomfort, and some sense of not having it all together, which is good. I think that's 4 
healthy, in a way” 5 
(Participant10) 6 
 7 
 “So the connection is that cultural - being out of your comfort zone. I’ve thought about some 8 
of the things.. that would be happening for people who are working in Aboriginal 9 
communities. Because you're not in a situation where you’re culturally at ease. There’s a 10 
whole lot of things you don’t know…” 11 
(Participant 01) 12 
 13 
The deep cultural respect for Aboriginal people that participants described continued to grow 14 
and develop throughout the Community of practice, and  provided a foundational platform to 15 
explore, encourage, reassure and legitimise dietetic practice that is relational, reciprocal, 16 
humble, community driven, demonstrates respect and includes close collaboration with 17 
Aboriginal health workers.  18 
 19 
“It's confirmed my attitude that Aboriginal health is inherently difficult and…working in the 20 
sector does have elements of that uncomfortableness of being white, and the 21 
uncomfortableness of not knowing how to modify your practice appropriately but knowing 22 
that classic practice doesn't work…That's really powerful but really hard to navigate.” 23 
(Participant 12) 24 
 25 
Second, the professional self-doubt associated with the perception of departing from models 26 
of dietetic practice taught at university. Both of these conflicts are in addition to the 27 
significant amount of time required for a dietitian to build real trust, relationships and a solid 28 
reputation in the Aboriginal communities they are working within and the perceived or real 29 
pressure to be productive quickly.  30 
 31 
“…all those constant I guess niggling questions that you have. Not about the actual … 32 
nutrition specific stuff - it's more about how you go about what you do, and feeling reassured 33 
that everyone else is in the same boat with those - I guess with feeling a little bit 1 
uncomfortable and not knowing where you stand ….” 2 
(Participant 07) 3 
 4 
2. Community of Practice is a safe place to discuss, debrief and explore ideas that are 5 
not safe elsewhere 6 
Participants described Community of Practice as a ‘safe place’ which was separate and 7 
external to their workplace. This was characterised by the deep trust that was built within the 8 
group, the safety in shared commitment, perspectives and understandings of working in 9 
Aboriginal health. Participants reported sharing their vulnerability, doubts and troubles and 10 
feeling supported by the group at that time.  11 
 12 
“Basically talking about all the uncomfortable issues, which was good because of course it 13 
then is a safe space to raise things that people aren't - wouldn't - aren't comfortable raising 14 
or may not have someone like I've always had someone working aside me to guide me in the 15 
right direction.” 16 
(Participant 08) 17 
 18 
Participants described how Community of Practice reduced their feelings of isolation in their 19 
work roles. They also highlighted the powerful nature of hearing other peoples’ experiences, 20 
of being prompted to reflect of their practice with a broader perspective, of feeling supported 21 
in relationships together and the validation of shared experience. Participants commented on 22 
the peer-to-peer respect in the group and the ability to both give and receive ideas and advice 23 
that subsequently changed their perspective or their practice.  24 
 25 
 26 
“… oftentimes people would make a comment back, and that….really strengthened the peer 27 
to peer nature, and that really strengthened the respect, the connection and the trust between 28 
the peers. Not just between each individual and me, but the trust between each other really 29 
strengthened what the group was as a whole.” 30 
(Participant 12) 31 
 32 
3. Participation in Community of Practice contributed to workforce retention in 33 
Aboriginal health sector 34 
Some participants explained how their involvement in Community of Practice directly 1 
influenced their commitment to working in the Aboriginal health sector, either by continuing 2 
in positions they would have otherwise resigned from, or by moving into new positions in 3 
Aboriginal health when they otherwise would have moved into non related positions. 4 
Participants described how Community of Practice supported them while they were 5 
experiencing very difficult circumstances in their work characterised by the 6 
uncomfortableness, tension and uncertainty of working cross culturally in Aboriginal 7 
communities and navigating acute experiences of socio-political issues in the community. 8 
 9 
“I went through probably quite a crisis in terms of where am I going in my professional 10 
future last year. I certainly feel that the Community of Practice has helped me a lot in that, in 11 
continuing on. t.” 12 
(Participant 10) 13 
 14 
 15 
4. Participation in Community of Practice contributed to dietitians changing their 16 
practice, feeling confident to do so, and is a profound model of Continuing Professional 17 
Development for dietitians working in Aboriginal health 18 
All participants described how their participation in Community of Practice lead to them 19 
changing their dietetic practice and reported feeling confident in their knowledge and 20 
experience Aboriginal health do make the changes effectively. Changes in dietetic practice 21 
were attributed to three specific characteristics of the Community of Practice experience. 22 
Firstly, that the facilitated reflections lead to participants finding a deeper understanding of 23 
their practice and feeling supported to make changes. Secondly the building of a trusted 24 
network of peers leads to new collaborations of work together. And thirdly, that listening to 25 
the shared experiences and ideas of other participants leads to implementing or trailing new 26 
ideas in one’s own practice. The Community of Practice model was reported to provide a 27 
profound Continuing Professional Development model for dietitians working Aboriginal 28 
health. They explained that it fills a gap for CPD specific for Aboriginal health that supports 29 
deep reflection, strong peer to peer relationships and influences changes to dietetic practice.  30 
 31 
“…… I’m conscious of losing touch with the grass roots, or becoming one of those non-32 
Aboriginal researchers that is not relevant to the community, so many of the [Community of 33 
Practice] discussions were about staying in touch with community people I’m really taking 34 
away with me. ….I guess that helped me to definitely make up my mind that that was what I 1 
wanted to do, and that was how I wanted to manage my research and feel comfortable with 2 
being a non-Aboriginal researcher, to have that group to guide me” 3 




This study aimed to explore and evaluate the experience of dietitians participating in a 8 
Community of Practice designed to support their work with Aboriginal communities. It adds 9 
to the literature about Community of Practice as a workforce development strategy and the 10 
experiences of dietitians working in Aboriginal communities.  11 
 12 
Evaluation of the community of practice revealed four main themes. At the centre of the 13 
dietitians’ experiences working with Aboriginal communities was a sense of discomfort and 14 
self-doubt. It was acknowledged by participants that this led to the need to find a new way of 15 
working and therefore the statement that Aboriginal health practice requires a different way 16 
of being, knowing and working. This discomfort identified by dietitians when working cross 17 
culturally, specifically with Aboriginal peoples, has previously been reported. For example 18 
one study acknowledged the discomfort that arises when crossing ‘borders’ in intercultural 19 
communication. It was found that this ‘discomfort zone’, while uncomfortable, was an area of 20 
productive tension with outcomes benefiting both an Aboriginal corporation and a university. 21 
24 Occupational therapists have previously reported similar issues and the need to reorient 22 
expectations about what can and cannot be achieved in certain timeframes.25 While it has 23 
been identified that it is important for health professionals and health professional students to 24 
name, address and work through such discomfort,26 and reorient expectations,25 this does not 25 
always occur as it can be a confronting process.27 Consequently, that participants of the 26 
Community of Practice felt comfortable enough to discuss and address these issues in the 27 
group demonstrates the trust and rapport that the participants developed with each other and 28 
suggests that trust and rapport is a necessary precursor to exploring such issues.  29 
 30 
Participation in the Community of Practice created a safe space to discuss, explore and 31 
debrief about ideas that dietitians did not feel safe to do elsewhere. It is likely that the time 32 
getting to know one another (including the first face to face interaction) and the group norms 33 
that were established assisted in the creation of this safe space. However, as previously 34 
indicated, dietitians shared a philosophy around development of a new way of working in 1 
Aboriginal health. This helped to create a sense of shared experience and understanding 2 
which helped to make the space feel even safer. Reflection and reflexivity have been noted as 3 
strategies that assist individuals to discuss and deal with issues they find uncomfortable ,26, 28, 4 
29 and the Community of Practice, by its very nature as a mentoring circle, encouraged 5 
discussion with triggered reflection and reflexivity.  6 
 7 
It is worth considering whether a similar level of understanding and respect for Aboriginal 8 
people could be created in all dietitians, so that it might be safer for these discussions to be 9 
had with colleagues outside of a Community of Practice setting. This could occur through 10 
university training, but also through use of Community of Practice as a strategy for those who 11 
work in this area. Dietitians are prepared for entry-level practice through courses at different 12 
levels across different universities. However the competencies they must meet are the same.9 13 
These cover a range of practice areas to ensure that dietitians are able to  work in a variety of 14 
settings after graduation. Therefore it can be difficult to adequately provide the detail needed 15 
for practice in specialist areas, including Aboriginal health. A study published in 2015 16 
identified that the majority of Nutrition and Dietetics courses in Australia used one-off 17 
lectures or tutorials to teach students about Aboriginal  health. 11 This is far from ideal as 18 
good Aboriginal health education often requires ‘unlearning’, in particular unlearning prior 19 
preconceptions, stereotypes, attitudes and values.30 This generates a sense of disquiet or 20 
discomfort, however it is the skill of the educator to make the uncomfortable comfortable 21 
enough. 27 All of these actions take time and are very difficult to achieve in one-off lectures 22 
and tutorials.  Participants in this Community of Practice identified that the way they worked 23 
in Aboriginal health was different from the models of dietetic practice they were taught at 24 
university, suggesting further strategies are required. Therefore an important question to 25 
consider is how might university courses better equip graduates of nutrition and dietetics 26 
programs to feel more prepared to work in Aboriginal health? A greater understanding and 27 
sense of confidence amongst the profession may make discussions about Aboriginal health 28 
safer outside of a Community of Practice setting. Even if this happens, a Community of 29 
Practice is a vital and important strategy for supporting the dietetics workforce who work in 30 
challenging areas.  31 
 32 
The safe space described by participants, created by the Community of Practice may have 33 
contributed to a greater retention of dietitians in their Aboriginal health roles and influenced 34 
their practice. Considering the challenge in recruiting and retaining allied health staff in rural 1 
and remote locations in Australia,31 this is an important finding. Much of the practice change 2 
referred to by participants involved networking and sharing ideas which led to confidence to 3 
change practice, which directly addresses the self-doubt also reported earlier. A Community 4 
of Practice for dietitians working with remote Indigenous stores found that dietitians felt 5 
more effective in their role after the Community of Practice.17 It is very positive that the 6 
Community of Practice  was able to elicit this change. Previous research with doctors has 7 
shown continuing education absent of reflection has a relatively weak effect on practice.32, 33  8 
 9 
Further work, in particular an outcome evaluation and an analysis of cost effectiveness, are 10 
needed.  This was a small study with a small number of participants who were all highly 11 
motivated and had a strong commitment to this area of work. However, they were dispersed 12 
geographically and crossed a wide range of work types and locations. Despite this, further 13 
work is needed to identify whether similar benefits would be noted for other dietitians 14 
working with Aboriginal communities, and for dietitians working with other communities. It 15 
is also of interest to identify whether the networks established from the Community of 16 
Practice, and the changes made, are maintained in the participants over time. A further, 17 
important area for development is how the perspectives and voices of Aboriginal people may 18 
be included in the Community of Practice, and what the Community of Practice could 19 
contribute to them. Dependant on funding and resources, the authors plan to conduct further 20 
Communities of Practice to examine these issues and allow for further evaluation.  21 
 22 
In conclusion, the Community of Practice appears to be a useful model for supporting 23 
dietitians to work in Aboriginal health, through supporting a different way of knowing, 24 
working and being, providing a safe space to discuss issues and debrief, increased workforce 25 
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Table 1.  In-depth interview questions and logic of inquiry. 
Line of questioning Inquiry Logic 
Experience of participating in the 
Community of Practice over the past 12 
months? What were the positives? 
Negatives? 
Process– quality, functionality, met 
needs 
Peer mentoring/Community of Practice 
model in supporting role 
Impact – support for practice 
 
Change to practice or attitudes  Impact – change to practice 
 
Community of Practice for other 
dietitians working in Aboriginal Health 
 
Impact – potential for greater reach 
Attitudes/intentions of working in 
Aboriginal health 
Impact - retention 
 
 
 
